Introduction
Remarkably few studies have been carried out which compare Native and non-Native use of community psychiatric services in Canada. (5, 6, (8) (9) (10) . This is unfortunate since it hinders the identification of racial or ethnically linked service utilization patterns and impedes any rational development of psychiatric treatment programs designed to meet unique needs of Native communities. The purpose of this paper is to present comparative data about the use of psychiatric treatment services by Native and non-Native people in Saskatchewan following the introduction of a province-wide, community psychiatry program.
During the mid 1960s, the Saskatchewan Psychiatric Services Branch (PSB) pioneered the introduction of community psychiatry in Canada. Its program objectives were: to make psychiatric treatment more accessible to those persons in the province who had need of such servicest; and to provide these services, whenever clinically feasible, in the form of outpatient community-based treatment rather than inpatient hospital-based treatment (2, 12, 13) . Although the community psychiatry pro-"Manuscript received August, 1977. 'Research Sociologist, Psychiatric Research Division, University Hospital, Saskatoon, Saskatchewan. tPsychiatric treatment services were already economically accessible to Saskatchewan citizens since treatment costs were funded through the provincial medicare plan. Treatment services were less geographically accessible, particularly to rural residents, since inpatient and out-patient treatment services were concentrated around major urban centres in the province (12, 13) .
Can.Psych/alr. Assoc. J. Vol.23 (1978) gram was planned in the early 1960s, it was not vigorously extended throughout the province until after 1965 following the closure of one of the province's two mental hospitals and a substantial depletion in the inpatient population of the other (8, 14) . The program that developed was organized around eight regional catchment areas (2, 12, 13) . Each catchment area was provided with inpatient treatment facilities and given responsibility to provide necessary inpatient and outpatient treatment services to persons living within that area. ttEach catchment area was further divided into mini-catchment areas within which multidisciplinary health teams had collective responsibility to co-ordinate inpatient treatment services and provide outpatient treatment services. ttt By localizing responsibility for treatment services in this manner, it was thought that treatment staff would develop close working relationships with the communities they served and provide treatment services that were readily accessible to persons in these communities. ttThere were some exceptions to this plan. One catchment area is only now receiving its own regional inpatient facilities and previously had to use the inpatient facilities of a neighbouring region. Another region has not used geographically based health teams since its catchment population lives primarily within one large urban centre. ttt A mental health team typically consists of a psychiatrist, a psychiatric nurse, a social worker and/or a psychologist who collectively provide treatment services to an area containing from 20,000 to 30,000 people. All team members travel to this area on a regular basis to conduct outpatient clinics and home visits. The psychiatrist normally assumes treatment responsibility for persons requiring treatment in the regional inpatient treatment centre while treatment responsibility for persons requiring outpatient treatment can be assigned to any one of the team members. Indian people constitute approximately 5 percent of the Saskatchewan population. § Over 70 percent of Saskatchewan Indians live either on isolated, crown land in northern Saskatchewan or on small reservations scattered throughout central and southern Saskatchewan (4). Because of their dispersed, rural residence pattern, a decentralized community psychiatry program appeared to be a particularly appropriate means to provide psychiatric treatment services to Indian people. However, available studies indicate that psychiatric disorder may not only be more prevalent among Indians than non-Indians but also that Indians receive less psychiatric treatment than non-Indians.
In 1970, Roy et al. (10) investigated the prevalence of psychiatric disorders in 18 rural municipalites and 10 Indian reservations. Psychiatric disorders were identified in the rural municipalities through a search of local medical records and in the Indian reservations through an active case-finding survey. The prevalence of psychiatric disorders in the Indian communities was found to be 273/10,000, 80 percent higher than the prevalence rate of 152/10,000 found in the non-Indian rural municipalities. These findings should, however, be interpreted cautiously since it is highly possible that the study slightly underestimated the true prevalence rate in the non-Indian communities by relying on secondary record sources rather than direct clinical identification. Furthermore, since the study was not based on a province-wide sample, the extent to which the study findings can be generalized to the Saskatchewan Indian and non-Indian populations cannot be determined. Despite these concerns, the exceptionally large difference in prevalence rates, does provide reason to believe that psychiatric disorders are more prevalent among Indians than non-Indians.
The author (5) calculated the rate at which members of the Saskatchewan Indian and non-Indian population had at least one §The term "Indian" is used to refer only to registered Treaty Indians. (4) The term non-Indian is used to refer to all other Saskatchewan residents. admission to a psychiatric treatment centre in the province during 1973. The Indian admission rate was found to be 35/10,000, 3 percent lower than the non-Indian rate of 36/10,000. The admission rate per 10,000 population for psychiatric:psychoneurotic:personality/behaviour disorders for the Indian population was 10:9:9 compared to 19:7:6 for the non-Indian population. The substantial discrepancies between the prevalence and admission rates for the two populations suggest that the Indian population may underutilize inpatient treatment services when compared to the non-Indian population.
In order to examine Indian and non-.Indian use of community psychiatry treatment services, a study was conducted:
• to compare Indian and non-Indian use of both inpatient and outpatient treatment services over a 10-year period and • to compare the types of disorders for which the Indian and non-Indian populations are currently receiving inpatient and outpatient treatment.
Methodology
Three service utilization variables were identified for which comparable data were available for both the Saskatchewan Indian and non-Indian populations. These were: the number of inpatient admissions to a psychiatric treatment centre in Saskatchewan; the number of outpatients who had received psychiatric treatment from the province's PSB; and the number of treatment contacts made with these outpatients and/or' their families.
Utilization data for both populations for the 1967-1976 period were obtained from the Psychiatric Services Branch, Saskatchewan Department of Health. Data about the psychiatric diagnoses assigned to persons admitted to a psychiatric treatment centre or receiving outpatient treatment during 1976 were similarly obtained. * These diagnoses were collapsed into five categories: psychoses; psychoneuroses; per-·Since all Treaty Indians in Saskatchewan have a unique "R" character in their SHSP number, data for Indian inpatients were directly obtained from the computerized records of the PSB for the years 1967-1976. Similar data for the entire Saskatchewan patient population were available from Saskatchewan Department of Health Annual Reports. (3) By disaggregating these two data sets, diagnostic and utilization data for the non-Indian population were readily calculated. sonality/behaviour disorders; mental retardation; and other or unspecified disorders. To enable oontparisons with previous studies and to facilitate comparisons between the Indian and non-Indian populations while controlling for changes in their sizes, all admission, outpatient, contact and diagnostic data were expressed as rates per 10,000 population. **
Findings
When community psychiatric services were first being extended throughout Saskatchewan, there were very large differences between the Indian and non-Indian populations in their use of inpatient treatment services. In 1967, the inpatient admission rate for the non-Indian population was 33/10,000, 136 percent higher than the Indian admission rate of 14/10,000 population. As community psychiatric services were developed throughout the following decade, both populations showed "Data about the size of the Saskatchewan Indian population for the years 1961-1916 wereol>tained from the Department of Indian and Northern Affairs. (4) Data about the size of the entire Saskatchewan population were obtained for the years 1961-1973 from Saskatchewan Vital Statistics Reports (I) and for the years 1974-1976 from the SHSP Covered Population Reports. (11) Data about the size of the non-Indian population for the years 1967-1976 were obtained by disaggregating these two sets of population data. similar growth trends in their admission rates (r = .78) although the Indian population had the largest absolute increases. By 1976 the Indian admission rate had increased 200 percent to 42/10,000 while the non-Indian admission rate had risen by only 8 percent to 36/10,000.
In 1967, the Indian population had substantially lower outpatient rates than the non-Indian population. The following ten years again showed similar growth trends (r :=: .87) with the Indian population having the largest absolute increases. The number of Indian psychiatric outpatients increased 177 percent from 36/10,000 in 1967 to 100/10,000 in 1976 while the non-Indian outpatient rate rose only 29 percent from 102/10,000 in 1967 to 132/10,000 in 1976. Changes in contact rates among the two populations showed somewhat less similar growth trends (r = .67). The Indian contact rate increased 251 percent from 140/10,000 in 1967 to 492/10,000 in 1976, while the non-Indian rate increased only 49 percent from 736/10,000 in 1967 to 1,097/10,000 in 1976. The development of the community psychiatry program led to greater use of outpatient services by both Indians and non-Indians, although the use of such services increased dramatically faster among the Indian population. Despite this, Indian people-still have lower outpatient and contact rates than non-Indians had back in 1967 when community psychiatric services were first being extended throughout the province.
The relationship between the use of inpatient and outpatient treatment services has changed over the past 10 years although the direction and degree of change has differed for each population. In 1967 the standardized ratio of inpatient admissions.outpatients treated was 10:31 for the non-Indians; by 1976 this ratio had become 10:38, indicating that the number of outpatients treated had increased 23 percent in relation to the number of inpatient admissions. By comparison, the 1967 standardized ratio of Indian inpatient admissions: outpatients treated was 10:27. By 1976 this ratio had changed to 10:24, indicating that the number of Indian outpatients treated had decreased 12 percent in relation to the number of Indian inpatient admissions. In other words, the extension of community psychiatric services throughout Saskatchewan has led to a shift from inpatient to outpatient forms of treatment for the non-Indian population and to a shift from outpatient to inpatient forms of treatment for the Indian population.
Analysis of the psychiatric diagnoses assigned to Indian and non-Indian patients during 1976 reveals substantive, but not statistically significant, differences in the types of disorders for which they received treatment. In order of magnitude, both populations received inpatient treatment primarily for psychotic disorders followed by psychoneurotic and then personality/behaviour disorders. The Indian admission rate was 18 percent lower than the non-Indian rate for psychotic disorders, 71 percent higher for psychoneurotic disorders, and 50 percent higher for personality/behaviour disorders. The two populations differed more substantially in the types of disorders for which they received outpatient treatment. Indians were treated most for personality/behaviour disorders while the non-Indians were most treated for psychotic disorders. The non-Indian outpatient rate was 150 percent higher than the Indian rate for psychotic disorders, 26 percent higher for psychoneurotic disorders, and 6 percent lower for personality/behaviour disorders. The ratios of Indian to non-Indian outpatients per 10 inpatient admission for various types of disorders were: psychoses 10:21, psychoneuroses 17:39 and personality/behaviour disorders 39:55. Relative to their admission rates, the Indian population received substantially less outpatient treatment than the non-Indian population for all major types of disorders.
Summary and Discussion
The data presented make it clear that the Indian and non-Indian populations in Saskatchewan have used and are continuing to use psychiatric treatment services in different ways. A decade ago the Indian population made very little use of either inpatient or outpatient treatment services. Over the course of the past 10 years, they increased their use of admission, outpatient and contact services substantially faster than the non-Indian population. The drama-tic increase in Indian utilization of psychiatric services is undoubtedly due to the community psychiatry program which has made psychiatric treatment services more accessible to Indian communities. The non-Indian population has shown similar utilization trends but with lower absolute increases since they had greater initial accessibility to these psychiatric treatment services.
It is ironic that one of the unanticipated consequences of extending community psy",bjJl1:rjc services throughout SJl$.k}}t~he wan has been the consolidation of an inpatient-admission, hospital-based system of treatment for the Indian population. This development, opposite to that which occurred in the non-Indian population, is contrary to one of the specific objectives of the Saskatchewan community psychiatry program. A variety of plausible but presently untested theories can be advanced to account for this phenomenon. First, Indian people may be admitted for inpatient treatment proportionately more frequently than non-Indians because they live farther away from psychiatric treatment centres. Direct outpatient services can be most easily provided to a large number of patients with a wide variety of disorders when neither patients nor treatment staff have to travel very far to see each other. If either must travel a considerable distance for treatment purposes, they are likely to do so only for the treatment of severe problems which are also particularly likely to require inpatient treatment. Consequently, patients from rural, isolated areas may receive less outpatient service and yet be hospitalized more than their more urban counterparts. Second, professional treatment staff may emphasize inpatient rather than outpatient forms of treatment for Indian patients (7) . Hendrie and Hansen (6) have suggested that treatment staff view their Indian patients as being victimized members of a minority group Jjyjng In }} social environment conducive to psychiatric disorders. Consequently, treatment staff could readily hospitalize Indian patients to remove them from their environment but be reluctant to provide follow-up outpatient treatment, believing that individualized therapy will likely be . ineffective in such an environment. A third theory is that Indian admission and outpatient rates have evolved differently from those of non-Indians because the initial treatment needs of Indian people were different from those of the non-Indians. In 1967, few Indian people received any type of psychiatric treatment although the findings of Roy et al. suggest that psychiatric disorders were very prevalent. When psychiatric treatment services were first being extended to Indian communities, it may have been necessary to concentrate most of the health team resources upon a large number of previously untreated Indian patients with psychiatric disorders severe enough to require inpatient treatment. As the treatment needs of this "backlog" of patients were met, available treatment resources could then be allocated to provide outpatient treatment services to persons with less severe disorders. Under such conditions, Indian admission rates would have initially increased faster than their outpatient rates, but this trend would then be reversed as their treatment needs began to more closely resemble those of the non-Indian population. Some evidence exists to support this theory in that Indian admission rates did increase faster than their outpatient rates from 1967-1972 while their outpatient rates have increased more than their admission rates from 1973-1976. Substantive but not statistically significant differences were found in the rates at which Indians and non-Indians were treated for various types of disorders. Indian inpatient admission rates were higher for psychoneurotic and personality/behaviour disorders and lower for psychotic disorders. However, the fact that admission rates for these types of disorders for both populations are more similar than they were in 1973 provides further support for the supposition that their inpatient treatment needs are also becoming more similar. In the outpatient service sector, the two populations are more diagnostically dissimilar. The Indian population had lower outpatient treatment rates for psychotic and psychoneurotic disorders and a higher rate for personality/behaviour disorders. Surprisingly, the Indian admission and outpatient rates for the treatment of psychotic disorders were identical while the non-Indian outpatient rate for psychotic disorder was more than double their admission rate. Since psychotic disorders are customarily not difficult to identify clinically, this outpatient diagnostic pattern suggests that Indian communities may be more tolerant of psychotic behaviour than non-Indian communities.
It is difficult to assess whether Indian people are being adequately provided with psychiatric treatment services. It is clear that they are receiving much larger volumes of service than they did ten years ago. If their current utilization rates are compared to those of non-Indians, it is debatable as to which population is most provided with treatment services, since Indians are admitted more for inpatient treatment but are treated less in the outpatient sector. However, if utilization rates are considered in relation to the available prevalence data, then the Indian population appears to be much less adequately provided with treatment services than the non-Indian population. If the Saskatchewan Indian population were to have the same service utilization rates relative to Roy's Indian prevalence rate as the non-Indian population does . relative to Roy's non-Indian prevalence rate, there would be increases of 52 percent in the Indian admission rate, 138 percent in the Indian outpatient rate, and 300 percent in the Indian contact rate. Unfortunately, the validity of these comparisons cannot be determined, since the extent to which Roy's findings can be generalized to the Saskatchewan population is unknown. Consequently, given the available prevalence and utilization data, one can only say that Indian people appear to be less adequately provided with treatment services than non-Indians, particularly in the areas of outpatient services. Further prevalence research will be required to definitively substantiate this claim. Despite these anomalies and shortcomings, the Saskatchewan community psychiatry program can provide some insights into developing psychiatric programs to meet the treatment needs of Indian communities. First, Indian people will use psychiatric treatment services. In Saskatchewan they have increasingly made use of such services where locally accessible. Second, the development of psychiatric treatment programs for Indian communities is not a rapid process. Increases in Indian use of psychiatric services in Saskatchewan have generally shown cumulative growth patterns rather than dramatic one or twoyear breakthroughs. It takes time and effort to develop enough trust within Indian communities so that residents will make use of available psychiatric treatment services. Third, treatment services can be provided to Indian communities through a community psychiatry program which is also directed at non-Indian communities. Saskatchewan has demonstrated this even though there are still significant improvements that should be made in the treatment services provided to its Indian population.
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Summary
A discrepancy is identified between the increases in inpatient admissions and of outpatient contacts of Treaty Indians in Saskatchewan from 1967 to 1976. This is the reverse of the trend in the non-Treaty Indian population, and represents a contradictory effect to the intention of the Community Psychiatry Program of the province's government. No major diagnostic differences were at statistically significant levels, which might have accounted for the higher inpatient admission rates and the relatively lower outpatient contact rates of Treaty Indians. This is an interesting example of the use of governmental statistics and a promising one for the identification and solution of problems in health care delivery.
Resume
En Saskatchewan, entre 1967 et 1976, on note un ecart entre l' augmentation des admissions a l'hOpital et Ies contacts en externe, chez les Indiens faisant partie du Traite. Ceci est le contraire de la tendance retrouvee chez la population n'etant pas incluse dans ce Traite. Le Programme de Psychiatrie Communautaire du gouvemement provincial parait done produire un effet contraire 11 son but. 11 n'existait aucune difference majeure statistiquement significative au point de vue diagnostic qui aurait pu expliquer Ie tres haut taux d' admission et Ie peu de contacts extemes chez Ies Indiens inclus dans le Traite. Ceci constitue un exemple non seulement interessant de l'emploi des statistiques gouvernementales, mais aussi prometteur pour l'identification, ainsi que pour la solution, des problemes rencontres dans la distribution des soins de la sante.
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